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ABSTRACT
Bipolar affective disorder can mean many years of pain, confusion and
loneliness for sufferers. This can also be said to be true for their families"
Most relatives develop a fixed set of attitudes. ranging from supportive,
whatever the circumstances, to the persistently critical and hostile. It is not
possible to know if the latter may be a trait or the outcome of a
developmental process, but the complexity of these emotions would have
some significance in the relapse, and on the family unit as a whole.
This study focuses on how family members are affected by living with bipolar
disorder sufferers. It is based on relative studies of schizophrenia (The
Nithsdale Schizophrenia Surveys 1993, McCreadie et al). Aspects examined
include: relationships, practical management, emotional support care given to
relatives suffering from bipolar disorder on relative's own health, the extreme
difficulty that people with the illness experience in learning from life, and the
significance of stress for relatives, both financial and social.
The study uses in-depth interviewing and questionnaires methodology to
measure the emotions, attitudes and feelings of relatives living closely with
the sufferers, and the social consequences on the family unit.
The results show that the high-EE (Expressed Emotion) critical families,
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when the sufferers and relatives are in conflict there is a prolonged and
escalating IImutuar negativity. It makes no distinction as to the originators of
the negative sequence. Furthermore, in contrast to work on EE or affective
style, the results indicate that in low-EE families there is an actively
supportive attitude to the sufferers. This parallel is present in the study, but
the findings also stress the need for the sufferers to be supporting of their
carers. The cases of relapse show that the sufferers and the carers play at
least an equal part in the negative inter-action associated with relapse.
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1.
INTRODUCTION
In Australia, it is estimated that more than 1 million persons suffer
depression, and that there is a 1:8 probability that a sufferer will require on-
going treatment during their lifetime. Some 70% of psychiatric
hospitalisations are attributed to depression and other mood disorders.
Major depression alone is estimated to have cost the nation $27 billion in
1989 through provision of medical care, worker absenteeism and related
costs. It is also significant that women are more at risk.
Whereas current treatments focus on medication, electro-convulsive therapy
and hospitalisation, "the medical model", alternative treatments such as
psychotherapy and occupational therapy are proving pertinent. Indeed, in
complex, chronic or recurrent cases, and where only partial response to
medication alone has been evidenced, the alternative treatments resulting in
at least a partial decline
in sY1J7ptomatic responses and full recovery of psychosocial function (Abreu,
1987). The study of non-drug treatment application in the incidence of
Bipolar disorder has been relatively sparse with more attention being focused
on its application in the study of drugs and schizophrenia, (Potter and Prien,
1989).
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2.
Understanding the nature of Bipolar disorder is not easy for a family
experiencing it, particularly when medical researchers are still trying to
categorise the various forms the illness takes. Its underlying biochemical.
mechanisms and its method of genetic transmission remain uncertain.
However, sufferers and those close to them have an urgent need to be
informed, educated and supported in dealing with the illness. Faced with a
lifetime of attacks, decisions about risks of recurrence, appropriate
medication and coping strategies have to be addressed.
This study will focus on how family members are affected by living with
bipolar disorder sufferers. It is based on relative studies of schizophrenia
(The Nithsdale Schizophrenia Surveys 1993 RG McCreadie et al). Aspects
examined will include: relationships, practical management, emotional
support care given to relatives suffering from bipolar affective disorder on the
relative's own health, the extreme difficulty that people with the illness
experience in learning from life, and the significance of stress for relatives,
both financial and social. It is still not possible to accurately predict who is
going to have a lifetime of severe episodes and who is likely to have only
one episode from which one fully recovers. Decisions about preventive
medications and how long one might need to take it can only be made with a
lot of consideration of the particular circumstances of each person and the '
consequences of a severe episode.
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LITERATURE REVIEW
Theories proposed to explain bipolar affective disorder
Mania and depression can be the final outcome of particular
pathophysiological paths and can be caused by a number of vulnerabilities.
Theories have been put forward to explain the biochemical basis of mood
disorders and evidence so far indicates that a number of biochemical
systems are implicated in affective disorders. One of the earliest theories
about the brain chemicals implicated in depression and mania was
developed in 1965.
The catecholamine hypothesis proposes depressions are associated with a
functional deficiency of catecholamines, particularly norepinephrine, at critical
synapses in the central nervous system. Mania was thought to be a
biochemically opposite state and thus caused by an excess of
norepinephrine.
This hypothesis proposes that serotonin deficiency is associated with
depression as some studies found some depressed patients had lowered
level of serotonin in the cerebrospinal fluid (Schildkraut, 1965). While it is
still accepted that the group of brain transmitters involved are those
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4.
known as the catecholamines, the relationship between brain-transmitters
and mood disorder is more complicated than was first thought.
In fact, one clue as to why such a large number of depressed individuals
commit suicide has been traced to lowered activity of the neurotransmitter
serotonin. Significantly, low serotonin activity also has been linked to
aggression and impulsiveness. Autopsies performed on the brains of suicide
victims showed that those who committed violent suicide (gunshot and knife
wounds) had lower levels of serotonin function than those who committed
non-violent suicide (such as an overdose of sleeping pills). Some
hypothesises that such suicides result from an interaction of f;/epression with
biochemical predisposition to aggression and impulsiveness, (Goodwin,
NIMH 1983).
It was noted by German psychiatrist Emile Kraepelin in 1921 that
precipitating stressors appear to be important in the onset of the first few
episodes and he coined the notions of lIelectrophysiologicar kindling and
IIbehavioural sensitisation ll• Subsequent episodes however, appear not to be
related to stressful events. Other researchers have also shown that stressful
factors play an important role in the first few episodes but that later episodes
of illness cannot be linked to stressful life events. Stress appears to activate
an underlying biochemical vulnerability.
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Production of melatonin by the pineal gland is' reduced when a person is
exposed to light during the night: one study of sensitivity to light with
sufferers of bipolar affective disorder who were either currently well people
and people currently suffering bipolar disorder, found that both these groups
showed twice as much decrease in production of melantonin compared to a
non-sufferers group.
The researchers suggest that such super-sensitivity to light is a possible trait
marker for bipolar affective disorder (Lewy, Nurnberger, Wehr, Pack. Becker,
Powell, and Newsome, 1985). Treatment with bright light sufficient to
suppress plasma melantonin has been effective in treating people with
seasonal affective disorder, which often has a pattern with winter,
depressions followed by summer hypomania (Rosentha/, 1989).
Seasonal patterns in the' episodes of mania and depression have long been
noted. Manic depressive illness, has been described as an abnormal
biological rhythm spanning weeks, months or years (Wehr and Goodwin,
1983). Disturbances in circadian rhythms are most noticeable in depression
where many people seek help for what they believe is primarily a problem of
insomnia rather than depression.
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People with mood disorders appear to have a biochemical vulnerability which
is linked to how the brain reacts to stress. Since sodium, potassium and
calcium are involved in nerve messages about stress, it may be that this is
where the vulnerability lies. Cell membrane characteristics have been
investigated as a possible source of affective disorder (Mendels and Frazer,
1973; Pettegrew, et al 1982). Pettegrew and his fellow researchers showed
that there were altered membrane dynamics in red and white blood cells
from people with bipolar disorder. The levels are known to fluctuate in both
mania and depression, but the exact mechanism of the action of lithium and
how the cell membranes regulate the movement of sodium, potassium and
calcium is still not known.
Calcium levels have been shown to be related to mood changes: calcium
channel blockers such as Verapamil may have antimania and perhaps
antidepressant and anticycling properties (Goodwin and Jamison, 1990).
Hoschl and Kozeny (1989) demonstrated that Verapamil was as effective as
neuroleptics alone or a Lithium/neuroleptic combination in reducing mania but
it did not produce the sedating effect of the neuroleptics.
The most striking feature of mania is the decreased need for sleep.
Switches from depression to mania frequently occur after a person misses a
night's sleep. Mania following emotional stress may well be more a
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function of the insomnia caused by the stress. Stress is capable of
producing both disruptions in neurotransmitter and neuroendocrine systems
and circadian rhythm disturbances. Total or partial sleep deprivation in the
night has been found to induce temporary remission in both people with
bipolar and unipolar depression (Gillin, 1983; Goodwin and Jamison, 1990).
However, the question of the relationship of biological rhythms to the
development of mania and depressive episodes of iJIness is still largely
unanswered.
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HERITABILITY OF BIPOLAR AFFECTIVE DISORDER
Genetics
Bipolar affective disorder has long been thought to have a genetic origin
Kraepelin (1921) noted an IIhereditary taintll in about 80% of the cases he
observed in Heidelberg. Close relatives of those with manic depressive
disorder have been noted to be more likely to have the disorder than people
who are unrelated (Gershon, et ai, 1977; Nurnberger and Gershon, 1982).
Twin studies have suggested that genetic factors play a substantial role in
manic depressive illness but environmental factors also appear to play a
significant role in the development of the disorder (Tsuang and Faraone,
1990). Many studies have confirmed that affective illness is higher between
identical twins than between fraternal tWins. These researchers also noted
that if one twin in manic depressive, the other twin, if not manic depressive,
is frequently cyclothymic.
The mode of inheritance and nature of abnormalities transmitted which lead
to the development of mood disorder are still unclear (Mitchell and Wafters,
1987). Molecular genetic technology, analysis and pedigrees of families
which have a family member with bipolar illness and studies of twins have
provided the most recent data on the genetic transmission of affective
disorders..
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As old as recorded civilisation - ancient Egyptian manuscripts and the
writings of Greek physicians refer to IImelancholia 11 or madness - depression
respects neither social class, race, sex nor ethnic group. Children as young
as age 5 have been treated, although the peak years for depression are
ages 24 to 44. Outbreaks usually taper off after age 60, (Folfenberg J, 1983;
HHS Publication). See figure 1- Pie diagram.
Patients with this disorder have been puzzling and difficult to treat. For
acutely ill patients, Kraepelin recommended hospitalisation, sedation with
warm baths, moist warm packs, and sedatives. After the acute episode, he
recommended early discharge and a return to family for those who could
leave institutions. Adhered to in the armamentarium during the 1920's and
1930's were malaria therapy, insulin and ECT, and prefrontal lobotomies. An
alternative to such somatic treatments was the psychoanalytic treatment of
schizophrenia, an idea not supported by Freud but nurtured by a number of
his followers, such as Sullivan, Hadley, Fromm-Reichmann (1985) and
currently by Bion.
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CURRENT RESEARCH ON GENETICS
Two genetic types of mania depressive illness, tied to different
chromosomes, have so far been identified (Egeland, et aI, 1987), in a study
of a large pedigree within the Amish community, found a linkage between
bipolar illness and a gene on the short arm of chromosome 11. Another
research group found no linkage, having focused on a gene found near the
tip of chromosome 11, which makes the enzyme tyrosine hydroxylase
essential to the formation of dopamine, (Hodgkinson et aI, 1987).
Mendlewicz, et al (1981), found a locus on the X-chromosome Baron, et al.
1987, in a study of genetically isolated Jewish families in Israel, found close
linkage of bipolar affective illness and glucose-6-phosphate dehydrogenase
deficiency and concluded that the markers indicated an 80% probability of
developing manic depressive illness. However, other studies have failed to
demonstrate similar linkages in different families.
Studies of adopted children who later developed disorder show that 28% of-
biological parents had affective disorder compared to 12% of adopting
parents (Mendlewicz and Rainer, 1977; Mitchel/, 1990).
During the course of a 3 year prospective follow up study of 68 children or
siblings of adult bipolar patients (in whom there was a 68% incidence of
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bipolar psychopathology), Akiskal et al. (1985) reported a mean age of 16 for
the onset of affective symptomatology. A study of psychiatric disorders
among adolescents in the general popUlation (Kashani et al., 1987) found an
incidence of 0.7% for manic episodes, closely paralleling the rate of bipolar
disorder found in the adult participants in the studies. Poznaski, Israel, and
Grossman (1984) reported a case of clearly delineated bipolar disorder in a 4
year old child.
The search to find a genetically transmitted biological marker that would
enable identification of people at risk of developing manic depressive illness
has so far not produced conclusive results. Manic depressive illness so far
appears linked to more than one gene. Preliminary findings indicate that
some markers could be an inherited sensitivity to night time light exposure
and melatonin suppression (Nurnberger et al 1988), and sensitivity to
cholinergic induction of rapid eye movement sleep initiation (Goodwin and
Jamison, 1990). The gradual acceptance that individuals are not personally
responsible for the genes they and their relatives happen to be carrying is
one of the benefits of research into genetic origins of mental illness.
The information has come as a relief for some people who have been
experiencing mood disorders. Contacting people from affective disorder
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support groups as subjects in genetic research has provided an added
benefit (Courtney, 1989).
The research into genetics has changed some public thinking about
prejudging genetic differences. Research which demonstrates that bipolar
affective disorder is also highly' correlated with creativity (Jamison, 1980:
1989) has been of some comfort to families and individuals affected by
bipolar disorder. Once it is understood how to prevent serious episodes of
illness from developing, those with the manic depressive biochemistry may
be able to enjoy the benefits of increased sensitivity to emotions and
creativity without the fear of episodes of depression and mania.
Mood disorders can be either an asset, a mild disruption or a severe
disruption to one's life. Medication and psychotherapy can be useful in
modifying the extent and frequency of moods but ultimately one has to
decide what one really wants to do about changes in mood (Soo Fung Ho
and Jennifer Sturgess, 1990).
A sudden switch into major mania or depression is a medical emergency.
Unfortunately, health and welfare services aren't geared to such emergencies
as they are for motor vehicle accidents or heart attacks. Hence the burden
rests at present with the 'sufferer and carers to facilitate,
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agitate and negotiate for services to be made available. Changing
community attitudes about mental illness is crucial. No change in community
acceptance can be realistically expected as long as the illness is perceived
as a character flaw. or a personality defect rather than a treatable
biochemically based disorder.
According to Keller (1987), Schizophrenia, schizoaffective disorder, hysteria,
and adolescent conduct disorder all have features resembling mania.
Careful questioning about the evolution of the attack (which probably began
gradually), the history of previous mania and depressive episodes, and the
family history of bipolar disorder may help physicians distinguish mania from
schizophrenia and schizoaffective disorders (Hamilton, 1989).
In a review of the literature, Krauthammer and Klerman (1978) alerted
physicians to several organic dysfunctions and medications that may cause
episodes of mania. They reviewed 21 cases in which epilepsy, neoplasms,
and infections (including influenza) initiated manic episodes, as did medical
treatment with steroids, the use of eNS stimulants and derivatives, and with
bromide poisoning.
. Hamilton (1989) also cited the occurrence of mania secondary to medical
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treatment with amphetamines, corticosteroids, and isoniazid. Organic causes
of mania may also include organic mental syndrome, influenza, encephalitis,
multiple sclerosis, rheumatic chorea, and cerebral tumours (Hamilton, 1989).
In addition, Lazare (1979) listed hallucinogens, sympathomimetic amines,
Antabuse, alcohol, barbiturates, anticholinergics, anticonvulsants and
benzodiazepines ·as possible drug-related cause of mania. Additional
neurological accidents include right temporal lobectomy, post traumatic
confusion, and post electroconvulsive states, haemodialysis, hypothyroidism,
Cushing's disease and Addison's disease.
Krauthammer and Klerman (1978) noted that, in the 21 cases of mania they
reviewed, only six patients experienced onset before age 35, and the median
age of onset was 41, as opposed to age 25 in bipolar patients. Family
history for affective disorder was positive in only 10 of the 21 cases, whereas
positive family history is found in up to 85% of bipolar patients. The
researchers therefore suggest that these factors may help distinguish
episodes of mania associated with bipolar disorder from cases with an
organic origin. Lazare (1979) suggested that physicians should be alerted to
possible causes of mania by the following signs:
* no past history of affective episodes,
* no family history of affective illness,
Because of possible organic causes, the history obtained during the initial
screening of mania patients should include inquiry about drug use,
medication use, and previous illness. A neurological examination, skull X-
rays, electroencephalogram, and toxic screening are also suggested
(Krauthammar and Klerman, 1978).
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sudden onset,
lack of treatment response, and
persistent confusion after remission of mania.
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DEFINITIONS AND DIAGNOSIS
The DSM-III-R (American Psychiatric Association, 1987) defined a manic
episode as /la distinct period of abnormally and persistently elevated,
expansive, or irritable mood/l.
During the episode, a least three of seven common symptoms persist and
are present to a significant degree: (1) inflated self-esteem or grandiosity, (2)
decreased need for sleep, (3) increased talkativeness, (4) flight of ideas or
racing thoughts, (5) distractibility, (6) intensified goal directed activity
(socially, at work or school, or sexually) or psychomotor agitation, and (7)
excessive involvement in pleasurable activities with painful consequences.
Other DSM-III-R criteria for manic episode include mood disturbance severe
enough to necessitate hospitalisation, or to significantly impair work, social
activities, or relationships; no hallucinations or delusions for up to two weeks
in absence of mood symptoms; no underlying schizophrenia, schizophrenic
form disorder, delusional disorder, or psychotic disorder not otherwise
specified; and no underlying organic factor.
The diagnosis of bipolar disorder can be complicated by a number of factors,
including apparent symptomatic overlap with other psychiatric
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disorders. According to Hamilton (1989), up to 10% of patients initially
diagnosed as suffering from unipolar depression will be later rediagnosed as
suffering from bipolar disorder; and patients diagnosed as bipolar, up to 7%
are later rediagnosed as schizoaffective. When the bipolar patient is
extremely excited during the manic "high" the disorder is often mistaken for
schizophrenia or for schizophrenic form psychosis. Perris (1982) found that
16% of bipolar patients have up to three episodes of depression prior to an
episode of mania; however, this figure drops to 4% with four episodes of
depression.
Depression can be treated effectively with a range of antidepressant
medications, psychotherapy and electro-convulsive therapy. Active
treatment of depression can reduce the disability associated with long
periods of severe depression and lethality of suicide attempts.
Suicide
Suicide is a tragic consequence of bipolar disorder. Sufferers are known to
make more suicide attempts than people who only experience depression.
The first attempt often occurs early in the course of illness and the history of
prior unsuccessful attempts is likely to be associated with greater risk of a
successful suicide attempt.
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The people most likely to attempt suicide are women and those with a history
of bipolar disorder which has not responded to medication or ECT. Women
were just as likely as men to make violent attempts at suicide. Estimates of
suicide risk range from 15% of untreated or inadequately treated patients
with affective disorder to 49% (Goldney, and Pilowsky, 1980).
Medications
Antidepressant drug development was prompted by the reports of hypomanic
like reactions to iproniazid, an antitubercular drug. Clinical trials on iproniazid
and other drugs which inhibit the enzyme monoamine oxidase (MAOls)
followed but these drugs were found to cause hypertensive reactions.
Although the reaction was found to be triggered by dietary factors, the
popularity of the MAOls declined in favour of the tricyclic drugs which were
also being developed at the same time. In Australia, antidepressant drugs
rapidly replaced leucotomy as a treatment for severe depression after
imipramine began to be used extensively from 1959.
Since so many are seeking relief, medication has become a multimillion
dollar business. According to survey data from the National Institute of
Mental Health, 2% of adults took an antidepressant in one recent year.
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Although the exact way an antidepressant works is not clearly understood,
the drugs do alleviate many of the symptoms. The drug helps many people
to function day to day, keep them of the hospitals and, and help them to
keep their jobs and relationships intact. Consequently only physicians are
able to prescribe the treatment, hence non-drug treatment has not been
focused.
ECT
Since its introduction in 1938, electroconvulsive therapy (ECT) has been
used for both mania and depression. Since it took less time and less
personnel than insulin and metrazol treatment for psychotic disorders, ECT
rapidly became widely used for treatment of acute psychotic disorders. Until
the introduction of antidepressant drugs in 1959 it was the only effective form
of therapy for severe depression, even though the antidepressant effect was
only temporary and some people with severe depression needed treatment
every alternate week to keep the depression in remi$sion (Cade, 1979).
The use of ECT for pregnant women has been shown to be safer than
antidepressants, neuroleptics and lithium since it can be used without special
risk to the foetus (Goodwin and Jamison, 1990).
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In reviewing biological and neuro-chemical precipitating factors it is
interesting to note the family history for affective disorder was positive in only
10 of the 21 cases. whereas positive family history is found in up to 85% of
bipolar patients. The researchers therefore suggest that these factors may
help distinguish episodes of mania associated with bipolar disorder from
cases with an organic origin.
However, given the high overlap in family history in Bipolar Affective
Disorder, it may be that physicians should be alerted to this factor as a
predictor.
I
I
I
.1
I
I
I
I
I
I
I
I
I
I
I
I
I
,I
I
I
21.
CURRENT TREATMENTS AND
STANDARD DRUG USE
Lithium carbonate has long been the treatment of choice for bipolar disorder,
it has noted limitations with certain patients groups. Gelenberg et al. (1-989)
found that lithium may have less protective power in patients who have
already had three or more episodes of illness. These researching also found
that the IIstandard ll levels of treatment which gives greater protection against
relapse, is associated with a greater number of side effects than is II10wll
dosage, prompting some patients to discontinue treatment.
Post (1990) reported several correlates of lithium refractoriness, including a
course of illness typified by rapid cycling (four or more episodes per year),
occurrence of dysphoric mania, and dual diagnosis with personality disorders
or substance abuse. In addition, patients with exceptionally severe or
psychotic 'presentation of symptoms may require supplementary treatment
with antispsychotic drugs. Post added that some lithium-maintained patients
may develop a lack of response over time; some patients may develop a lack
of response over time; some patients whose lithium has been discontinued·
may not respond when it is reinstated.
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This emphasis on drug treatment does not mean that family history does not
have an effect on illness outcome, although a family history of affective
illness tends to correlate with a positive response to lithium, lack of such
history appears to be associated with positive response to one lithium
alternative, carbamazepine. Post, Uhde, Roybyrne & Joffe (1987) suggest
that carbamazepine shows a different profile of clinical predictors of response
than lithium refractory.
For example, Post and his associates found that patients who responded
well to carbamazepine are severely manic at onset, are more dysphoric, and
cycle more rapidly.
With conceptual disorganisation, grandiosity, hostility, unco-operativeness,
unusual thought content, and excitement, as measured by the Brief
Psychiatric Rating Scale (BPRS) (Overall & Gorham, 1962), when combined
with lithium maintenance, may lesson the risk of manic and depressive
recurrences; the benzodiazepine clonazapam, which has highly sedating
effects that may make it useful in bedtime treatment of manic break-
throughs; and alprazzolam, which has been somewhat effective in treating
refractory bipolar depressed patients with anxiety symptoms, but which may
also precipitate manic episodes. However, these treatment options have
been researched less than lithium or carbamazepine. This is way a family
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might have to endure even when medication is in place.
Management of the disorder goes beyond the simple prescription of
medication. /t is now, recognised that lithium only works in approximately 70-
80 percent of people who suffer from mood-swings (Pap%s & Papolos,
1987). The rest need alternate medication, while others have such adverse
reactions they may not be able to take any medications. There is no
panacea, despite the claims of ten years ago when lithium was hailed as the
"third revolution" in psychiatry (Fieve, 1975). Jamison and Akiskal (1983)
point out that lithium as a preventive measure has some disadvantages.
Unlike minor tranquillisers, it doesn't immediately produce a feeling of well-
being. Rather it often has unpleasant side effects like thirst and a tremor -
any benefit may only be exhibited in reduced incidences of severe mood
swings.
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NONCOMPLIANCE WITH MEDICATION
Treatment resistance is actually treatment noncompHance. It will be shown
that psychosocial factors can influence compliance. Reasons for
noncompliance may be many, including side effects of medication, poor
understanding about the illness and its treatment, paranoid delusions about
medications, conflicts between the patient and family about appropriate
treatment, and lack of engagement between the patient and cHnician.
Corrigan and colleagues (1990) outlines several factors that contribute to
noncompliance and made suggestions about how the clinician can work with
the patient and the family toward a 'partnership in treatmentl/.
In addition to noncompliance, a variety of pharmaco-dynamic and
pharmaco-kinetic variables can result in apparent treatment resistance.
To address the risk of relapse and noncompliance, the exploration of
alternative or adjunctive treatments for bipolar patients has become a top
priority of psychiatric research. According to the Medical Practice Information
(1979), the average woman with onset bipolar disorder at age 25 will lose 9.2
years of life, 14.2 years of major life activity, and 11.9 health status years.
Despite this only 3% of more than $20 million allocated for researched in
1988 by the National Institute of Mental Health was dedicated to the study of
bipolar disorder (Potter & Prien, 1989).
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However, as we are now in only the third of the Decade of Psychiatry, there
is certainly room for optimism. Improved understanding of neurobiology in
health and disease, advances in molecular biology, improved methods of
drug development and administration, and increasing appreciation of the
probable interaction of biological and environmental influences on the illness
encourage hope that improved therapies will be available over the next
generation.
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NON-DRUG TREATMENT
(COUNSELLING AND PSYCHOTHERAPy)
Some investigators have also begun to explore the role of psychotherapy as
an adjunct to pharmacotherapy for bipolar patients. Cognitive-behavioural
therapy, in particular, has already shown some promise with affectively
disordered patients. In a study of 45 depressed inpatients assigned to either
standard treatment (hospital milieu therapy, antidepressants, and brief
meetings with a psychiatrist) or standard treatment plus cognitive-
behavioural therapy, no significant differences were found between groups in
level of depressive symptoms or percentage of treatment responders at the
end of hospitalisation (Miller, Norman & Keitner, ;1989), suggesting greater
effectiveness is not solely due to greater compliance and fewer sUbject
withdrawals from treatment.
However, significantly more of the patients who received only standard
treatment dropped out (7 of 17 [41%],compared with 5 of 28 [19%J in the
cognitive behaviour group, while more patients who completed cognitive-
behavioural therapy (20 of 23 [87%J, compared with 6 of 10 [60%J in
standard treatment) recovered from their disorder during the treatment phase
of the study.
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At six and twelve months follow-up of the two groups, there were no
significant differences on additional treatment, rehospitalisation, or suicidal
ideation. There were also no significant differences on the Modified Hamilton
Rating Scale for Depression (Miller, Bishop, Norman & Maddever, 1985) or
Beck Depression Inventory Scales (Beck, Ward, Mendelson. Mack &
Erbaugh 1961). Overall, however, 54% of the patients receiving cognitive-
behavioural therapy achieved remission, in contrast to 18% of those in the
standard group.
Cochran (1984) found that, among bipolar patients, a preventive intervention
based on the principles of cognitive behavioural therapy increased
compliance with lithium treatment. The authors concluded that cognitive-
behavioural therapy may augment standard treatment for depression,
although special strategies should be considered for suicidal patients.
Families could be trained in some of these techniques to optimize
compliance.
A group of 28 bipolar patient (21 SUbjects with bipolar I disorder, 4 subjects
with bipolar " disorder, and 3 subjects with cyclothymic disorder) were
assigned to either standard medication treatment or medication plus the 6
week compliance intervention. Four of these 28 patients had been
diagnosed as having a secondary personality disorder (1 borderline,
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2 narcissistic, and 1 mixed).
While the intervention improved immediate compliance, at 3 months follow-
up, differences between the two groups disappeared. At 6 months follow-up,
however, significant differences re-emerged, with the intervention subjects
significantly more compliant according to the Compliance Index and
physicians' reports. Subjects in the standard medication group terminated
lithium against medical advice more frequently and had more affective
episodes precipitated by lithium noncompliance. Although the patients who
received the intervention showed some minor forms of noncompliance, it was
significantly less likely to be major rating.
Occupational Therapy - Implications of Symptoms for Productivity and
Adaptation in the Workplace.
Rehabilitation psychiatric literature has concentrated on work as an index of
functional performance (Anthony and Liberman, 1986). Difficulties in work
tolerance, endurance, following instructions, cooperating with co-workers and
supervisors, problem solving, task orientation, sustained concentration and
the ability to ask for assistance are examples of problems that can be
caused by both symptomatic and cognitive impairments (Anthony and
Liberman, 1984). Aspects of cognitive dysfunction have been identified in
the three major psychiatric illnesses; schizophrenia, major depression, and
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mania. There are increasing numbers of young chronic patients living
predominantly in the community with intermittent brief inpatient admission
(Caton, 1981). In response to these illnesses, where chronicity begins at
what would normally be the most productive years of life, rehabilitation
programs are needed (Anthony & Liberman, 1986; Wallace, 1986). Studies
in occupational therapy show schizophrenia patients to be more cognitively
impaired than those with mood disorders (Williams, 1981).
Psychotherapy
Before the development of antipsychotic medications in the 1950 1s,
psychotherapy was seen as one of the few therapeutic options with other
approaches (for example, sedation and institutionalisation) providing at best
palliation. The relatively dramatic effects of neuroleptics in some patients,
however, caused many clinicians to abandon evidence that some supportive
psychotherapeutic approaches should have a place in effective treatment
planning.
Mueser and Berenbaum (1990) recently reviewed studies of the effects of
psychodynamic psychotherapy on patients with schizophrenia and concluded
that such an approach may be deleterious, although they acknowledged that
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their data was not strong. However, they cited evidence that other types of
therapeutic support, such as family work, social skills training, and "rea/ity-
adaptive supportive" therapy (which focuses on behaviour rather than
meaning and aims to help patients to cope better with their living situation)
may have a better impact on symptoms and on the course of the illness.
The study of other forms of psychotherapy with bipolar patients has been
relatively sparse. The NIMH report on the treatm~mt of bipolar disorder
(Potter & Prien, 1989) noted that there have been no controlled studies of
the use of individual psychotherapy and group therapy with bipolar patients,
and that there has been only one controlled trial of family therapy with these
patients (Glick et al., 1985). While research evidence is limited, particularly
on the generalisability and long-term maintenance of effects, it appears that
cognitive and behavioural approaches are helpful with negative symptoms
(Slade, Bentall 1989).
People diagnosed as having bipolar disorder go through a number of stages
in coming to terms with the effect on their life. Bewilderment, anger, denial
and self pity, follow the first and second episodes. These feelings eventually
give way to self acceptance, seeking out of information to contr91 the
disorder, and participation in social action to improve
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services and treatment. Frequent recurrent episodes destroy psychological
gains made in previous periods of good health. '
The stigma of mental illness and the current omission of mental disorder
from th NSW Anti Discrimination legislation further complicate acceptance of
the disorder and practical planning to avoid further episodes. Management
, of the disorder goes beyond the simple prescription of medications.
In 1988, a study in US showed that 50% of sufferers on lithium felt that
psychotherapy was beneficial in coping with the illness; only 27% thought it
was of no relevance (Goodwin, Gerner and Jamison, 1979).
The benefits of psychotherapy should be emphasised. For mild depression,
psychotherapy is usually the best treatment; psychotherapy also plays a
necessary role for those who take drugs to control the illness. Dr Mitchell
Balter of NIMH, who has spent years conducting surveys of Americans' use
of prescription drugs, says, "we're still looking for the perfect antidepressant".
As one client so eloquently describes it:
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"l cannot imagine leading a normal life without lithium. Lithium keeps
me in relationships, in my careers, out of a hospital, and in
psychotherapy. It keeps me alive to. But psychotherapy heals, it
makes some sense of the confusion, it reins in the terrifying thoughts
and feelings; it bring back hope, and the possibility of learning from it
all. No pill can help me deal with the problem of not wanting to take
pills, but no amount of therapy alone can prevent my manias and
depressions. I need both".
It has been suggested that a therapeutic alliance can be developed with
schizophrenic patients and their families, even in a community setting where
many difficult and uncooperative patients must be served, but the research
still has not extended to bipolar affective disorders. It is the aim of this study
to make a preliminary exploratory attempt to view the effects of the family
coping efforts and strategy on relapse, hospitalisation and a symptom
severity.
In addition to medication and individual therapy, several environmental
manipulations, such as supervised housing and special vocational programs,·
appear to help patients to function better in the community. An area that has
stimulated a considerable amount of recent research is interventions with
patienrs family members. Because a number of past aetiologic theories held
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families responsible for the illness, any interventions with family members
often left them feeling blamed and guilty. It is not surprising that recent
attempts to study the impact on families of the symptoms and course of
schizophrenia are still often met with suspicion by family advocacy groups.
The model, however, has changed from one of blaming families for causing
schizophrenia to one of seeing schizophrenic individuals as particularly
vulnerable to a variety of environmental stresors, including certain types of
family interactions.
Much literature has accumulated over the years to support the idea that
certain characteristics of some family members, often identified as high
expressed emotion (high EE) can contribute to the degree of
symptomatology and exacerbate the frequency of recurrence for patients with
schizophrenia. One approach to the amelioration of illness has been to help
family members interact more constructively with schizophrenic individuals.
Grunebaum and Friedan's approach (1988) when working with families
involves psychoeducation and careful avoidance of any message that
families are to blame for the illness. A number of investigators have studies
the outcome of educational and other family interventions.
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Tarrier et al (1988, 1989) working with families of schizophrenic patients with
at least one high-EE member, randomly offered routine treatment, family
psychoeducation, or one of two types of behavioural intervention (nine-
month programs for patients and families that included stress management,
goal setting and training in constructive goal attainment). The investigators
found a significantly reduced relapse rate for the patients from high-EE in
such families. The treatment groups did not differ in either medication
compliance or degree of follow-up with their psychiatrists. The positive
effects of the family behavioural intervention were still seen at two-year
follow-up. This is an extremely encouraging finding for family-level
intervention on illness outcome.
However one limitation of any family-oriented therapeutic approach is that
many patients do not live with their families. Finally, a family intervention
that has been shown to decrease overall time in the hospital for a recidivist
psychiatric popUlation is a program of periodic respite admissions for patients
living with a family member.
Despite the considerable emotional, psychological and economic cost of this
disorder, relatively little research has been focused on sufferer's families in
Australia, nor even developing alternative maintenance treatments for bipolar
patients.
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The signifjcance of this study is to assist in determining the level of
understanding of the illness, it's management and treatment as a significant
aspect of maintaining the family unit, by reporting the emotions, attitudes and
feelings of relatives" living closely with the sufferers and the social
consequences on the family unit.
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EPIDEMIOLOGY
Recent epidemiology surveys have found lower prevalence rates for bipolar
disorder than for major depressive disorders and dysthymia.
According to data gathered by the Epidemiologic Catchment Area (ECA)
survey, which examined the population prevalence of psychiatric disorders,
the lifetime prevalence of bipolar disorder varied from 0.6% in Mt Druitt.
In addition, although major depressive episodes occurred more frequently in
women than in men, manic episodes occurred in the same frequency in both
genders (Robins et al. 1984). Six month prevalence rates for manic
episodes in the same communities were 0.8% in Blacktown, OA% in Mt
Druitt. Once again, differences based on gender in regard to mania were
found, with female rates higher than those for males.
Also, bipolar disorders tended to cluster in the 18-24 age group for both men
(OA-0.5%) and women (0.6-0.8%), with rates declining to 0.2% in both the
45-65 age group. Further, virtually no cases were identified in patients past
age 64. Typically, the age of onset of bipolar disorder is the early 20's
(Mollica, 1989), although many patients report onset during adolescence.
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Bipolar disorder is a biochemical imbalance, perhaps triggered by stress.
Physical illness or lack of sleep coupled with some genetic susceptibility
promotes severe mood swings in sufferers.
It is still not possible to acutely predict who is going to have a lifetime' of
severe episodes and who is likely to have only one episode from which one
fUlly recovers. Decisions about preventive medications and how long one
might need to take them can only be made with a lot of consideration of the
particular circumstances of each person and the consequences of a severe
episode.
Recent studies suggest that 70 to 80 percent of bipolar affective disorder
sufferers will experience more than one episode or have a chronic
depression that is characterised by persistent symptoms and significant
problems in social functioning.
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METHOD
The study took place between May 1993 and November 1993 in Western
Area Health Catchment area.
Sample N = 20
The study group comprised 20 individual relatives of mentally ill Bipolar
Disorder sufferers, chosen according to DSM-IIf-R criteria. Each sufferer
had a one to ten year history of the illness, with a stable condition after acute
exacerbation; family resided with the sufferers. All sufferers were diagnosed
by Health Centre Staff psychiatrists, with less than 2 exacerbations per year
to minimize effects of chronicity. An age range 18-54 years was selected to
minimize the compounding effects of age. Sex, marital status, living
situation, occupational level and medication were not controlled. All family
members could read and write English. Excluded were Bipolar Disorder
sufferers with borderline personality component, because of the difficulty in
treatment in and management.
Procedure
Completing questionnaires were received at the start of the study. 18
individuals also completed the follow-up questionnaires at five months,
qualitative and open-ended interviews were conducted with all caregivers.
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Due to sample size, results are exploratory. Written consent was obtained
from each subject meeting the selection criteria over a six month period.
Subjects were approached twice for in-depth interviewing and
questionnaires, in a distracting environment. Education level and living
situation were obtained from medical records (with subject's consent). The
data collected was base entirely on the interview and questionnaires. No
subject maintained a written journal.
40.
The demographic characteristics of the sample are presented in Table 1:
Demographic Characteristics of Relatives of Bipolar Affective
Disorder sufferers in the Western Area Health Region.
RESULTS
10-53
Range
9.5
SD.Mean
20
80
%
4
16
N
20 100 30.6
History of Illness
of MDP Sufferers
1-3 years 3
3-6 years 8
6-10 years 9
Sex: Male
Female
Sample (N = 20)
Age (years)
18-53
Characteristic
Table 1
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these variables. Caregivers are mostly housewives, who have taken on this
study, but women were more likely than men to have episodes resulting in
characteristics. There were no significant contributions to overall study from
sufferers were slightly less well educated than were their family caregivers,
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RangeSD.Mean%N
7
10
3
Table 1 presents the findings of the demographic
qveralJ, caregivers represented 80 percent white female, middle class semi-
Characteristic
Education Level of
Subjects
burden in addition to their normal household duties.
Number
Hospitalisation
Number of Relapses Across Sexes (within a six month period)
MALE FEMALE
2 5
1 2
hospitalisation.
15.9 percent did not graduate from high school.
There W?S no gender difference in the number of manic episodes during the
sufferers, with 14 per cent being a sibling and 9 percent a spouse. The
0-5 years
6-10 years
11-15 years
Comparison of Sample Characteristics
professional group, more than one half of the caregivers were parents of the
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Initial Interview and Questionnaires
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Table 2a Categories of Caregiver Burden Evident from the Interview and
,-: Questionnaires.
20
50
30
Social Financial
20
50
60
20
10
40 ----:>
60
30
60
40
20
15
EFFECTIN %
Behavioural Emotional
Uncooperative
Rudeness
Non-compliance
Over Dependence
Anti-Social
Physical
NB: See Appendix 1 for questionnaires.
CAUSE
Behawoural %
Caregivers (N = 20)
Sleepless-
ness 50
Restless-
ness 25
Strain 70
Absenteeism
Truancy
Same
Fear
Embarrass-
ment
Guilt
Social
Isolation
Disrupted
Routine
Personal
Safety
Financial
Pressure
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-----------------------------------------------------------,
Exit Interviews and Questionnaires
Table 2b
5
Financial
8
40
20
Social
40
40
10
30
10
Nil
EFFECT IN %
Behavioural Emotional
30
25
50
Physical
Uncooperative 10
Rudeness 40
Noncompliance 40
Over Dependence 20
Anti-social 5
CAUSE
Bevarioural %
Sleepless-
ness
Restless-
ness
Strain
Absenteeism
Truancy
Shame
Fear
Embarrass-
ment
Guilt
Social
Isolation
Disrupted
Routine
Personal
Safety
Financial
Pressure
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The initial questionnaire reveals a cause and effect pattern in the relationship
between sufferer and caregiver. The causes relate exclusively to behavioural
peculiarities of the sufferer which generates a series of effects on the
caregivers and the family unit. Aside from physical aspects, the main
problems are manifest in the high incidence of shame, embarrassment and
guilt. The subsequent social isolation is either voluntary on the part of the
family, or discrimination resulting from current social stigma attached to
lesser known mental illness in the general community.
The exit interview and questionnaire conducted in the fifth month of the study
showed that significant changes only occurred in the behaviour patterns of
the sufferers and the caregivers.
The improved behaviour demonstrated on the part of the sufferer is given as
the reason for the decrease in absenteeism and truancy as family members
have returned to employment or education. The chain reaction generated
within those families has been some relief of the financial burden and a
lessening of the social isolation by those leaving the confines of the home.
There is a growing degree of confidence generated within the family unit as
awareness through education and information is disseminated and support,
from a source outside the family and directly associated with the health care
system, is demonstrated.
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
44.
During the study 2 sufferers were hospitalised. Three had relapsed but did
not require hospitalisation.
An insight on how caregivers reacted to these burdens was gained through
an examination of responses. Caregivers discussed illness in terms of
emotional strain, its effect on family life, and frustration with the mental health
system. By far, most responses addressed the issue of emotional burden.
As illustrated in the following case studies.
CASE STUDY 1 - (Not re-admitted during study)
B. is a forty year old female who presently works as a court room typist. She
lives with and supports her seventy year old mother at home. Her mother
has suffered from ill health for the past three years. B has been a bipolar
sufferer for the past ten years and has been admitted to the psychiatric
hospitals periodically, the last admission being eighteen months ago.
Her relapses were due to non-compliance in taking medication. The stated
reasons for non-compliance was excessive weight gain while on regular
medications and difficulty in concentrating on her work.
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B has now being using the symptom control method for the past sixteen
months. With the assistance of her case manager and psychiatric advice,
she has developed a better insight and some acceptance of her situation.
She now manages her own medication intake according to her symptoms
and rearranges her work schedule to prevent escalation of the symptoms.
She has changed to a vegetarian diet with high. intake of B group vitamins
and is taking regular exercise.
B and her mother are very supportive of each other. During the study, B's
symptoms were exacerbated due to job promotion but with practised
management and non-critical support B did not require hospitalisation. Her
case manager was not required to intervene other than to visit her home
twice weekly to monitor her symptoms and provide support.
CASE STUDY 2 - (not re-admitted during study)
p is a 22 year old female with a three year history of bipolar affective
disorder. She lives at home with her parents and sister. Because of family
support, especially from the mother who has a good understanding of the
illness, P has never been admitted to an institution. During the study piS
symptoms exacerbated due to a relationship breakdown. However, she was
able to be treated at home with limited intervention by a team of community
nurses (psychiatric) to monitor her symptoms, provide support and
counselling nightly for three weeks. P was able to return to work after one
month on sick leave.
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CASE STUDY 3 - (not re-admitted during study)
A is a 53 year old female living with her retired husband in a housing
commission property. She has a 10 year history of bipolar disorder and has
been admitted to hospitals in the past, but not in the last three years. Her
husband is very supportive, monitoring her medication and maintaining
contact with A's case manager regularly. During the study, A's symptoms
were exacerbated for no apparent reason but she was able to be treated at
home. Initially the psychiatric team (nurses) visited twice daily for the first
week and once nightly for the following three weeks.
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CASE STUDY 4 - (admitted during study)
G is a 24 year old woman who works as a pUblic servant. She and her six
year old daughter live with her sister's family in a rather chaotic home
environment. Her husband died tragically some six years ago. G refuses to
comply with her medication regime and denies that she has an illness
despite being hospitalised three times in the past five years.
Her family have no insight into the problem and provide no sympathetic
support for G. She was scheduled to a psychiatric unit in May for a period of
three months.
CASE STUDY 5 - (admitted during study)
M is a 50 year old female with an eight year history of bipolar affective
disorder. She lives with her husband (alcoholic) and 20 year old unemployed
son. M has been an extremely difficult case for the past two years with more
rapid cycling (relapsed more than four times per year) usually in manic
phase. M has a history of non-compliance with medicatio. Has been
subject tok Community Treatment order following discharge from hospital, but
this has not been successful. There is a high emotional turmoil within the
family with stress over financial worries and inconsistency of husband's
support. She was admitted to a psychiatric unit for two months during the
course of this study.
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seven different areas (see above table). The reasons given relate to
illness - its treatment, availability of services, and practical management
enhanced support: sharing experiences and interacting with others in the
%
25
25
50
40
60
30
30
" People
Rated Helpfulness of Support Group by Relative of MDP Person.
Caregivers were asked to rate the helpfulness of the self-help group in
Item
Helpful in caring for relative
Helpful in relationship
HelpfUl with mental health professional
Helpful with mental health system
Group advocate for better mental health
Group source of emotional support
Group source of educations and information
N=20
effective than the help of professionals, (Hatfield, 1978).
questions from families and staff and families' perceptions of each other can
Table 3
techniques. In fact, families often find other sources of assistance more
relationship. Staff can be freed from answering the same repetitive
change as they collaborate in the interests of the sufferers. Families
Support groups can become a vehicle through which families and
complain that they have insufficient knowledge and information about mental
professionals relate at levels different from that of the client-therapist
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same situation (40 percent), gaining advice and information (25 percent),
. .
and obtaining help in coping (25 percent). The remaining one-fifth of the
sample give a variety of other reasons for joining the group.
Working on. the theory that education of the caregivers could have possible
significance in impacting on the stressors, this study encourages participation
in self-help groups and psycho-education.
The group becomes important to participants because it demonstrates ways
in which caregivers can develop coping skills over chronic problems and
associated issues. Similarly, it can be hypothesised that respondents see
the self-help group as less. effective. The self-help group can not be
expected to have a direct impact on their caring for, and their relationship
with their mentally ill relatives, other mental health professionals and the
mental health system. The problems facing the caregivers may be so great
as to render the self-help group less effective in addressing their burdens.
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DISCUSSION
Bipolar Disorder is fundamentally a biochemical imbalance and the way it
comes about is through genetic influences, rather like diabetes. Coping is a
psychological process with this illness. It is quite easy for the illness to
control lives, partly because the illness reduce problem solving ability. The
first thing is to help sufferers and their family to recognise the earliest
symptoms of relapse. Since it does take time and needs counselling,
continuity of care is vital and should be reasonably but it will help to deal with
the legacy of the effects that it has on their lives so they can feel confident
enough to face the future.
The study was based on studies of relatives of sufferers of schizophrenia.
The data gathered is smaller than that of schizophrenia studies in the past,
hence some caution for interpreting data is appropriate. However, the
findings are robust enough within this small sample to be considered
supportive of similar past findings, which suggest that stressful life events
cause adverse health changes when certain characteristics make individuals
vulnerable to impact of these life events.
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The major characteristics of caregivers were whether the participant was the
primary caregiver, his/her relationship to the clients (parent, sibling, or
spouse, for example), and whether the client vyas living with him or her. As
found with the demographic factors, none' of these variables were related to
the degree of helpfulness of the self-help groups.
These case studies appear to support the findings of Tarrier et aI, that high
expressed emotion (high EE), can contribute to the degree of
symptomatology and the frequency of exacerbations for mental illness
sufferers. in the present study those who receive appropriate support from
their relatives had fewer relapses and suffer less severe symptoms, (Case
study 1 -3).
People with bipolar affective disorder experience social problems such as
failed marriages and lost jobs because of indiscretions during an acute
episode of illness; people with schizophrenia show a different pattern; they
tend to lose interest in human contact, lose motivation and capacity for
warm, tender emotions.
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The caregivers lack intimate relationships that can be tapped for emotional
support. Family members often feel a sense of shame or guilt, in part
because of feelings of self blame and in part because the illness carries
stigma. These feelings may cause them to withdraw from others in their
social circle. Additionally, the sufferer's behaviour may cause
relatives or friends to avoid visiting the household or discussion the
emotional difficulties the caregiver may be faCing. The net result is that
when family caregivers most need others for social support, there are few, if
any, individuals available.
By reducing families stress levels through learning and sharing in the groups,
it becomes less likely that they will require mental health services for
themselves.
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CONCLUSION & RECOMMENDATION
In a group setting, families can learn about the nature of mental illness,
about methods of coping with undesirable behaviour, and how to help the
mentally ill family member by monitoring medications, learning to predict and
avoid crises,and thereby possibly reducing the incidence of extended '
treatment such as hospitalisation. Families become more knowledgeable
about the symptoms that are a function of the illness as distinct from '
behaviours which may be responses to environmental stresses. Thus
expectations for a mentally ill relative can be adjusted to be more realistic.
Mutual support groups can become effective advocacy vehicles to plead the
case for the mentally ill. Services for the retarded, for example, have
improved markedly since the National Association for Retarded Citizens
became a informed and more assertive advocacy group. The relatives had
to combat some of the same guilt and stigma, that face the families of other
mentally ill sufferers.
From the study, it becomes clear that many people who seek treatment for
mental health problems find great gaps in service provision and that services
are often inappropriate. Criticism is not just directed at mental health
services - many people feel that wider community issues such as
employment, education, adequate housing and community attitudes about
mental illness have a marked effect on the quality of their lives.
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Many people have developed their own ideas about how to prevent future
mental health problems and want to share these ideas with other people.
Sharing ideas with other people means being recognised as someone who
has something to contribute, not just being seen as someone who is
disadvantaged.
Relatives are often not given much information about the illness, treatment
and medication. Lack of printed information in particular is mentioned by a
few people who had wanted the illness explained. This creates extra stress
for people recovering from an episode of the illness. In particular for children
with an ill parent, hospitals are often not very conductive to child visitors.
Long hospitalisation often means not seeing one's children. Hospital wards
have a large range of people with mental illnesses which made visiting by
family stressful.
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There are wide differences in the types of services available. Crisis teams
work very successfully for people in early stages of relapse, however, many
areas still lack crisis teams. Lack of recognition of bipolar disorder as a
biochemical disorder often means people receive inappropriate treatment.
Delays in administering medication, inappropriate focus on family issues as a
cause of the breakdown, and being told they are not ill enough to receive
care, even though they were depressed or hypomanic is not uncommon.
Some relatives mention that lack of knowledge of medication by Gp1s is a
problem - Gp1s being the first point of referral. Waiting some days for
psychiatrists often means that the symptoms escalate by the time the
appointment arrives. Having knowledgeable Gp1s often means the difference
between avoiding hospitalisation and consequently causing less disruption to
family and work life.
Two serious complications frequently accompany bipolar disorder: alcoholism
and suicide. Or Kay Jamison, Director of the Affective Disorders Clinic at the
University of California, reports that of those with the disorder, 20 to 70
percent have drinking problems.
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Another issue is the constant turnover of psychiatric registrars at Health
Centres which dislocates the' patients treatment regime. Combined with
cutbacks in funding for consultation/education programming, a thrust towards
deinstitutionalisation with inadequate community resources, and an overall
movement towards self-help are forcing the evolvement of mutual support
groups.
Respondents expressed feelings of frustration, anger, and often bitterness
towards their situation and their mentally ill relatives. Caregivers describe
the burden as IIcontinuous ll, "always there ll, "overwfyelming". One caregiver
remarked, "It's a little like being on a merry-go-round, you want to get off,
but instead you start going back". A number of respondents discuss their
situation in terms of disruption of family life, one respondent remarking, "the
tragedy is the loss of ability for feelings and relationships - the inability to
love and be loved. This is a big, big loss for everyone. You even lose
contact with your extended family".
The report on life events and expressed emotions is based on the belief that
the factor under study can play a role in the exacerbation of many conditions.
As noted previously, life events have been studied in relation to a wide range
of physical and psychiatric illnesses. Expressed emotions, although originally
focussed on the study of schizophrenic samples, has
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been extended beyond these bounds. Indeed, there appears to be a strong
relationship to relapse into depressive illness (Leff and Vaughan 1980).
In this framework, the environmental variables are seen as causing stress
that biologically vulnerable individuals respond to with psychotic
decompensation. As such, both life events and expressed emotions are
seen to operate by parallel mechanisms of stress induction. It is often
difficult to guarantee that deterioration independent of the clienfs clinical
state will not induce a life event in some way. Similarly, client's attributes
that could evoke expressed emotion behaviour from relatives need to be
carefully explored.
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QUESTIONNAIRE
Very little is known about the rela·tionship between mani"c
depression and the family unit. Your responses will help us to
discover this relationship. To enable us to do this, we need to
know about how you feel about living with someone with manic
depression and how you·see that this study will benefit you.
Please be quite frank. All answers are confidential and the
results will be used to improve the quality of care for families
like yours.
DATA DATE:.
1. Can you identify three mains areas in which your
relative's illness has significant impact in your life?
1.
_.----
2.
3.
2. iilho are the primary carers for "Jane 11 in your fami ly?
you others
3. Do you know the cause of Manic Depression?
yes no
4. Have you ever received an evasive answer from the health
professionals?
yes no
5. Have you ever joined any help group?
yes no
If so, was it
+------+------+------+------+
1 2 345
not at all very helpful
helpful
8. Do you experience pressures?
9. Do you think it can be prevented?
c. ~Vhich groups of people particularly?
yes no
3. health professional 4. other2. friends1. G.P.
+------+------+------+------+
1 234 5
not at all strongly agree
+------+------+------+------+
1 2 345
not at all strongly agree
If so. how do you think it can be prevented?
b. a lonely experience for my family members
b. Would you like any more opportunities to speak with any
group of people?
a. ~fuo have you spoken to?
+------+------+------+------+
1 234 5
not at all strongly agree
+------+------+------+------+
1 234 5
not at all strongly agree
7. My encounter with Manic Depression has been
a. a lonely experience for me
+------+-------+-------.+------+
1 234 5
not at all very much
6, Have you talked about the experience of living with someone
with manic depression?
I
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b. Is Diabetes more or less serious?
11. Is Manic Depressive common in your culture?
a. Is Epilepsy more or less serious?
c. Are Visual Disabilities more or less serious?
more serious
more serious
more serious
less serious
less serious
+------+------+------+------+
1 2 345
d. Are Physical Disabilities more or less serious?
+------+------+------+------+
1 2 345
less serious more serious
+------+------+------+------+
1 2 345
+------+------+------+------+
1 2 345
less serious
10. How do you see Manic Depression compared to other illnesses?
+------+------+------+------+
1 234 5
not at all very much
;
12. What do you think of the community attitude towards yourDJ~~~
condition?
+------+------+------+------+
1 2 345
doesn't take takes it very
it at all seriously
seriously
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13. Have you ever noticed "her" moods before relapse?
On the scale of 1 10 please circle one number or mark on
the scale.
Today her best mood was .....
'+------+------+------+------+------+------+------+------+------+
1 2 3 4 5 6 7 8 9 10
very low OK good excited very
low much
indeed over excited
Time
------
Time
------
What was "she" doing
Today, her worst mood was: ~ _
I' '-~
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